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LECTURE III.

MR. PRESIDENT AND GENTLEME}r, -Our programme this
evening includes two diseases of the lungs, pneumonia and
pleurisy, which will illustrate quite as forcibly as any that we
have yet taken up the need for considering the conditions of
childhood as affecting morbid process.
As regards the true or lobar pneumonia of children, I have

observed that gentlemen who attend our practice in Great
Ormond-street after having become familiar with the diseases
of grown-up people at other hospitals, appear to pass through
two phases of belief before they appreciate the characters of
this disease. They come prepared to recognise it by its indicia
in the adult, and they find multitudes of children suffering
from cough, rapid breathing, fever, and some physical signs
of consolidation; and they regard pneumonia as being a very
common and a very fatal disease. Presently they come to see
post-mortems of these cases, and they meet with-not the
hepatisation of a lobe that they expect, but-the evidence of
bronchitis with collapse, and of the further changes in col-

lapsed lobules that I described in my last lecture as consti-
tuting lobular pneumonia. And, seeing in the dead-house
nothing but this state of lung, and having constantly shown
to them the significance of the symptoms and physical signs
of which I spoke, they pass to the next stage of belief, and are
disposed to ignore altogether the existence of true lobar pneu-
monia in early life. In this they are wrong; yet they are
much more advanced on the way to be right than they were
at first. After a time they learn to recognise the existence
of a disease of primary character that has nothing to do with
bronchitis, but is wholly comparable with the ordinary pneu-
monic consolidation of adults; and soon they see the extreme
practical importance of the experience they have gained.

Genuine lobar pneumonia in children begins almost always
in the same acute fashion as the disease of after-life. Occa-
sionally-and this too may sometimes be seen in older persons
&mdash;a general ailing or a slight catarrh ushers in the more marked
symptoms, but commonly the prodromata are few or none.
Rigors of more or less severity, often replaced in younger child-
ren by convulsions, are generally the first sign; and along
with them, vomiting and headache are observed, as well as
the more local signs of short breath, pain in the chest, and dry
hacking cough. This stage is followed in a few hours by a
very characteristic condition of acute pyrexia. The child lies
quietly on its back, with red cheeks and glistening eyes, its
pain being indicated by the expression of its face at each act
of coughing. Its breathing is quick and superficial, its nostrils
moving strongly with inspiration. But neither this symptomnor the action of the muscles of the neck expresses an amount
of dyspnoea so excessive as in broncho-pneumonia, in which
also the paleness of the skin, the lividity of the lips, the rest-
lessness and anxiety of countenance, give quite a different
aspect. In the course of the first or on the second day the
fever increases to a maximum, and thenceforth remains pretty
steady in amount, with only a trivial remission in the early
hours of the morning. The temperature reaches 104&deg; F., or
even a higher point, and the pulse is very frequent and full.
Other pyrexial symptoms are, injected conjunctive, red tongue,
loss of appetite, constipation, and scanty high-coloured urine.
On the second or third day, in the usual case of hepatisation
of a lower lobe, the physical signs of the disease may be
established. Dulness on percussion, with increased vocal
fremitus (or rather fremitus from cry) over the affected lobe,
and bronchial respiration and bronchophony, are found. The
early period at which these signs are noted after the commence-
ment of illness is a distinction, it will be observed, from catar-

rhal pneumonia. As the disease is reaching its height, we
may sometimes find, but more usually we fail to detect, some
fine crepitation. The cough remains, but loses its painful
quality; the expectoration, if it be presented, as often it may be
after vomiting, has the rusty or apricot tints that characterise
pneumonia of the adult. In this condition the child continues,
with little or no change, until suddenly, at a time averaging a
week from the onset, the state of matters undergoes complete
change. The flush on the cheek loses its vivid redness, the
skin breaks out everywhere into a profuse sweat, the breathing
becomes less rapid, and the child commonly falls into a long
quiet sleep. When he wakes he is dull and immovable, takes
no notice or stares in a vacant, placid way; his bodily powers,
that have been taxed to resist the disease, now that the end
of it has come, insist on rest. It is found that the tempera-
ture, maintained till now five or six degrees above the normal,
has sunk to, or even below, the standard of health. The fre-
quency of pulse and respiration is also reduced. The manner
in which the disease takes its departure is to an inexpert eye
sometimes suggestive of anything but amendment. The pro-
stration and apathy are so intense, and the pallor and pinched
face are so peculiar, that friends are apt to take them as fore-
boding an imminent dissolution. But with knowledge of the
disease, the evidences of remission of fever and of commencing
resolution of the local state, enable the practitioner to put the
true interpretation on these phenomena, and to assure the
parents that in a few days their child will be well.
The physical signs do not disappear with the critical change

of symptoms. The bronchial breathing and bronchophonic
resonance do indeed become considerably less ; but the re-

spiratory murmur remains indistinct, and the percussion dul-
ness over the affected lobe remains. And now muco-crepita-
tion, of the sort we call redux in the adult, appears, this being
very commonly the first time that any crepitation has existed.
Corresponding with this physical sign, the cough gets looser,
and running from the nose also gives evidence of increased
mucous secretion. For a week after the resolution of the dis-
ease has begun, some physical evidence of it will be found in
the chest ; but this does not prevent a very rapid recovery-
much more rapid than in grown persons. The child regains
spirits and strength, and in a few days there seems little the
matter with him but emaciation and incapacity for sustained
play or exertion.
Pneumonia affecting more than one lobe, or affecting the

upper lobe of the lung, has commonly a rather more slow
course than is here described as the type. Resolution is post-
poned until the second week, sometimes even to the end of it.
When two lobes are affected, the suddenness of amendment is
less marked, the pulse and temperature fall by several succes-
sive steps, and the sweats are suspended for a while to break
out again in a few hours ; and thus the commencement of con-
valescence is postponed for some twenty-four to thirty-six
hours. When the upper lobe suffers, the course of the disease
may be altogether similar to its ordinary progress elsewhere;
but more commonly it runs a very slow course, the inflam-
matory products appearing to be much more slowly deposited,
and with more difficulty absorbed. The febrile state is pro-
longed, and has not a very definite or rapid cessation. The
few cases of lobar pneumonia that end fatally have a sort of
remission like the rest about the end of the first week; but it
is incomplete, and next day the fever is as high as ever. Death
either occurs in the second week, after the supervention of
acute pleurisy, meningitis, or some other complication; or else,
what is still less common, the chilri wastes, chronic consolida-
tion remains, a softening process goes on in the lobe, and
death takes place after some weeks of illness. In fatal cases,
the temperature and pulse are maintained to the end at the
high point they reached in the first week of illness, or may
even mount up higher than this.

This lobar pneumonia, altogether analogous to the ordinary
inflammation of the lung in the adult, is one of the least fatal
of the group of diseases with which these lectures are cen-
cerned. It will be in your memory that for lobular pneumonia
of the secondary kind the most favourable estimate confessed
to about one death in three cases. In lobar pneumonia the
deaths are certainly not more than one in twenty. Nothing
more need be said to lend interest to the next part of our
inquiry-How are we to recognise the disease from the other
more fatal conditions that simulate it ?
A disorder that begins by vomiting and convulsions, with

fever, evidently presents many points of similarity to menin-
gitis ; and it is indeed often necessary to defer until a second
or third visit a positive judgment as to the significance of
these symptoms. Cough and dyspncea, with the commence-
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ment of definite evidence of consolidation in the lung, while Whether or not we have employed this remedy, we shall sup-
the apparent head-symptoms gradually fall into the back- port the child throughout with appropriate nourishment, we
ground, enable us shortly to distinguish the disease from shall relieve pain by hot applications, and to guide it safely
brain inflammation. through the crisis we shall probably find the careful administra-

Bronchitis may usually be pretty certainly separated from tion of stimulants useful. It need hardly be said that every case
true pneumonia, even from the first. The less sudden attack requires, and will repay, precise examination and constant
of bronchitis, or, where the onset is rapid, the suffocative watching, to detect the commencement of those complications
character of the symptoms, the paleness of face, the greater without which the disease would seldom be a fatal one. After

dyspnoea and distress, are indications that, joined with phy- the pyrexia has gone and the stage of prostration has arrived,
sical exploration of the chest, are available for a certain dia- tonics and good nourishment are called for, and the rapidity
gnosis. When much lung collapse is added, or when the stage of restoration is often as curious as it is satisfactory. I should
of lobular pneumonia is reached, the history of slower invasion, treat those rare cases in which the consolidation becomes
the severer paroxysmal cough, and the slighter pyrexia, with chronic and tends to disintegration of the lung upon the same
the evidence, local and general, of impediment in the air- principles that were laid down in my first lecture with re-
passages, again serve as guides to the catarrhal form of disease. spect to tubercle.
But lobular pneumonia, when it is generalised, is not readily
separated from true lobar inflammation by its physical signs; Passing now from diseases of the air-passages and of the
and if the circumstances are unfavourable to an appreciation parenchyma of the lung that have hitherto occupied us, I pro-
of the general symptoms, there may be real difficulty in dis- pose to devote the remainder of to-day’s lecture to a considera-
tinguishing between the two states. Thus. dulness over an tion of the diagnosis and management of Pleurisy in its various
area of lung may be accompanied by normal or increased vocal stages. Let me, as in the case of the other diseases, begin by
fremitus, by bronchial breathing and vocal resonance, in either presenting to you a picture of ordinary pleurisy in a child.
disease. Now if this state of things chance to exist at one To save repetition, I shall, as we proceed, direct attention to
base only, and the muco-crepitation usual in broncho-pneu- the points in which this picture differs from that presented by
monia should chance to be absent, and if at the same time a lobar pneumonia, the disease from which its diagnosis is most
pyrexial condition should be present through the pre-existence difficult.
of some acute specific illness (a possible set of circumstances, We find a child with fever, dyspnoea, short cough, and pain.
and indeed such as are occasionally observed together in The illness commenced with an attack of shivering or vomit-
measles), a very remarkable similarity of lobular to lobar pneu- ing a day or two before. On examining its chest, we observe
monia may be brought about. The weaker, smaller pulse of some dulness of one base, the shape of the chest is natural,
the lobular disease is here a useful aid. Ziemssen, whose and the heart and liver are found unchanged in position. More-
thermometrical observations have done so much to establish over, there is bronchial breathing and bronchophony over the
the essential characters of true lobar inflammation, tells us dull part. Now every one of these symptoms is common to
that the temperature may also afford assistance ; that in such pleurisy and to lobar pneumonia. Upon what do we rely for
a case of lobular pneumonia we should find the febrile heat the distinction ? Firstly, as to the pain. If it appear very
more gradually attained, and fluctuating more, and at more acute and persistent, and particularly if it be referred, not to
irregular intervals, than in genuine inflammation of a lobe, the chest, but to the belly, while the described signs of com.
when, having reached by a bound the point of 104&deg; or more, it mencing lung-disease are being developed, it indicates pleurisy
remains almost at the same point from day to day, with only rather than pneumonia. Next, as to the fever. Intensity of
slight morning remissions. But even Ziemssen confesses that heat, up to or beyond 104&deg; Fahr., is more indicative of pneu-
the distinction between the two diseases, under the trouble- monia ; but no great reliance can be placed on this. Then as
some conditions stated, may not be certainly possible until we to the physical signs. Friction-sound is of rare occurrence at
reach the time of noting in what fashion the temperature falls; the beginning of children’s pleurisy. Friction upon the occur-
in broncho-pneumonia it will be by gradual reduction during rence of absorption is more frequently met with; but it is
three, four, or more days, and not by definite crisis. only in older children that we can expect it to assist us in the
To the diagnosis of upper-lobe pneumonia from tubercle I early period of the disease. What of vocal fremitus ? When

made reference in my first lecture. Here I may repeat that its abolition can be established, when the sound side has a
the slow progress of the disease when it has attacked an upper fair amount of fremitus and the dull side is defective, this
lobe is not itself evidence of tubercle, inasmuch as resolution is indeed the consideration that will make the diagnosis of
may be steadily effected in the course of three or four weeks, pleurisy most positive for us. Only it unfortunately happens
and the patient be left well. that, in a particular child, at a given time we can get no vocal

Respecting the treatment of the disease we have been con- (or crying) fremitus whatever, either at the dull base or at the
sidering, it must be remembered that it has only recently been resonant base. The stethoscopic signs very commonly are only
released from confusion with other diseases, so that we have such as are perfectly reconcilable either with a lung compressed
doubtless something to learn concerning its management. On by some fluid, or with a consolidated lung. In the character
the good non nocere principle, and knowing the tendency of of the dulness we occasionally get a more valuable aid. It is
the complaint to spontaneous cure, we might almost be con- an early case that we have before us, and that is giving us
tent with putting the child into conditions of temperature, of equivocal signs of its nature. In this we often are able to
food, and of nursing of the most favourable sort, without any make out that the dulness is quite low down at the extreme
active treatment-indeed, without any other medicine than is base, pretty absolute, with bronchial respiration and broncho-
necessary to satisfy the mother that "something is being phony in the same situation. Then the presumption is in
done." It is a belief among many good authorities that we favour of pleurisy; for in early lobar pneumonia of the base
cannot cut the disease short by treatment-that its time of the dulness is more diffused over the entire lobe, and the bron-
ending is uninfluenced by any medicines. I am not myself chial breathing and resonance are heard as plainly, and per-
sure of this. It has certainly seemed to me that in some cases haps earlier, about the lower angle of the scapula than below.
the sudden remission has followed too closely on treatment In some or other of these ways guidance may be got to the
applied at an early stage, to have been the mere coincidence of nature of the local disease, even at a first visit. But, as a
natural crisis. rule, it is wise in such a case to make a second and a third
Remembering the intense depression that succeeds to the examination of the chest before pronouncing an absolute

febrile state, we shall not make the mistake of employing opinion. We have so many elements of diagnosis that help
leeches or blisters in this inflammation. As for antimony, I us in the adult, wanting in the child-in regard of sputa, of
should not give it, any more than other members of its class, vocal fremitus, and of general positiveness of the physical
for its antiphlogistic influence, if by that we understand giving signs,=that we have to get what certainty we can by a more
it continuously until its depressing effect on the circulation its careful and repeated study of such facts as are present. Of
attained. Yet it is to antimony, administered in emetic doses all considerations that come to help us in the course of the
during the early period of the disease, that the results I have disease, one of the most constantly available, and on that ac-
spoken of as apparently resulting from treatment have been count one of the most valuable, is supplied by the way in
due. I have given tartar emetic in doses of one-sixth to one- which the dulness mounts upwards. A dulness that extends
fourth of a grain repeated every quarter of an hour till vomiting, equally in front and behind is almost certainly a pleuritic
and then I have omitted all further use of the drug. Whether dulness ; for in pneumonia of the lower lobe the resonance is
or not the improvement that I have witnessed has been due to abolished over a considerable area at the base before any dul-
this treatment, at any rate I am satisfied that the progress of ness can be detected in front. And in quality, the dulness
the disease towards recovery has been at least as satisfactory from fluid effusion is much more intense than that of con-
after it as on the expectant treatment it can possibly be. solidation.
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If we see for the first time a case of illness that commenced
with the ambiguous symptoms before mentioned, and that has
lasted a week or more, we can almost always get very cleat
evidence about fluid effusion. Even if we have not had the

advantage of watching the progress of physical signs, the dis-
tension of the chest and the displacement of viscera now come
in to render our diagnosis easy; moreover, consideration of the
period at which basic pneumonia would reach its resolution
will often by itself give certainty.

It is not necessary to insist on the resemblances between
collapse with lobular pneumonia and pleurisy. The points ir
which the two states correspond, and in which they differ, are
sufficiently indicated in what has already been said aboui
lobar pneumonia. But it must be owned that repeated exami-
nations may here again be wanted before a definite judgmeni
on the nature of the disease can be arrived at.
The separation of inflammatory effusion from mere dropsy oj

the pleura, hydrothorax, is made by several pretty easy marks.
Pleurisy is generally ushered in by cough, pain, and dyspnoea
hydrothorax comes about very insidiously without these symp-
toms at its onset. Pleurisy is very rarely double; hydrothorax
almost always so. A change in the line of dulness can be pro-
duced in hydrothorax by a change of position; in pleurisy the
fluid does not readily gravitate in this way.
The treatment of pleurisy in its earlier stages need not, 7

think, be particularly active. It should rather consist in re-
lieving pain and in attending to the general condition of the
patient than in any effort to cut short the inflammatory pro.
cess. There are, indeed, cases where this method fails, and
the disease goes on to the subsequent stage of empyema; bai
upon the most valiant treatment these cases of failure occm
with at least equal frequency, and we may have so injured thE
strength of the child that he is in a far less favourable con.
dition for undergoing the necessary treatment of his puruleni
effusion. Bloodletting in any form I would avoid, witl

perhaps the one exception of a rapid pleurisy occurring in s

strong child, along with evidences of oedema or very rapid con.
gestion of the lung, which may be urgently threatening the life oj
the patient, and then it is allowable to put one or two leeches or
the chest. For the relief of severe pain leeches are sometimes
employed, and doubtless they have an effect; but if not sc
rapidly, certainly more safely, the same effect may be got fron
the use of hot flannels sprinkled with turpentine; or it is said
(though I have not tried them) from the employment of cold
epithems in the way I have before referred to in these lectures,
Does mercury produce any good result ? It is infinitely diffi.
cult to answer this question. I have used it in a large numbe]
of cases, and I have not used it in a large number of othe)
cases, and I cannot say that the evidence of its value is in an3
way clear. A priori, we should expect the drug to help in thE
absorption of exudation; but what should we say &agrave; priori or
its advantages in a disease which tends in the other directior
to pus-formation ? Upon the whole, and mainly for the reasor
that affects my opinion of other antiphlogistic remedies, 7
judge that we do more wisely not to employ mercury-oj
course I mean for its thorough constitutional effects, Fron:

antimony I have seen no good results, nor do I see any reasor
to hope for any. A much more valuable class of remedies are
those which help us to relieve cough, and to control in somE
degree the painful respiratory movements. Foremost I name
opium, to which I suspect that most of the good that may havE
been got formerly from the favourite combination with calome:
is to be referred. In pleurisy, even infants will bear large]
doses of opium than it is commonly thought expedient to givE
at young ages; but different children appear to be affected b3
it in different degrees, and it is always safest to begin with s

miiaimum dose, increasing the quantity till a reasonable amouni
of physiological effect ensues I have never given this remedy
to a child, in pleurisy, so young or so peculiarly constituted
that any injury has followed half-drop doses of laudanum, re
peated every four hours. For a child of two or three years old,
suffering under the acute pain of pleurisy, I should begin witl
not less than one drop; and if in four hours its effects were noi
observable, a drop and a half or two drops might be given unti
the dose is found which, repeated every four hours, will relieve
the child’s suffering. It is of consequence not to get the con
stipating effect of this drug, and therefore, besides reducing it:
quantity as soon as may be, we shall do well to keep thE
bowels relieved by a dose of castor oil or calomel. A loaded
colon or flatus in the intestines adds much and needlessly t(

the impediment of breathing.When the acuter part of the disease is over, and we have t<
deal with pleuritic exudation, we begin to experience the ad.
vantage of our abstinence from lowering measures in the earliei

days of the disease. In our efforts to promote absorption much
now depends upon keeping the child in a good condition of
nutrition; and while iodide of potassium with bark, or the
syrup of iodide of iron, is being employed, the child may have
the best nourishment that it can take. Of local means for

assisting absorption, painting with iodine, of about double the
strength of the Pharmacopaeia tincture, over the affected side
every day, and wearing a flannel bandage, have seemed to me
the most useful. From blisters I have seen such troublesome
and even dangerous results in the hands of other people that
I would certainly not use them myself. Of the revulsive class
of remedies, it is not well to use any that have a weakening
effect, but it is advantageous by hygienic arrangements to keep
the skin acting pretty freely.

(To be concluded.)

THE SANITARY HISTORY OF THE BRITISH
ARMY IN INDIA, PAST AND PRESENT.

BY SIR J. RANALD MARTIN, C.B., F.R.S.,
INSPECTOR-GENERAL OF HOSPITALS, ETC.

No. VIII.

Mountain-Climates oJ India, and their Uses for the British
Garrison-Hill Stations.

1. OF all the subjects which engaged the attention of the Royal
Commission, this has always appeared to me as the most im-
portant ; and next in consequence must, I fear, be reckoned
the disastrous prevalence of syphilis and intemperance in the
army, and the means necessary for their prevention. " The pro-
position has two aspects-I. As regards health; 2. As regards
the military occupation of the country. And we must con-
sider it with reference to both of these, in order to estimate its
exact value and the extent to which it can be carried into
effect. "

2. "We are indebted to Sir Ranald Martin for having
brought this subject prominently before us, and also for having
directed the attention of the Indian Government at home and
abroad to its importance."

3. "The prima facie evidence derived from the superior
healthiness of the inhabitants of elevated plains and mountain
regions generally would alone warrant a careful local inquiry
into the adaptation of such Indian climates to European con-
stitutions ; but, besides this, a large amount of experience has
already been obtained in the case of civilians and military
officers, who for many years past have been in the habit of &pound;

resorting to the hills in order to recover from the exhaustion
produced by service on the plains."

4. "Similar evidence is afforded by the Lawrence Asylums,
one of which, containing 500 children, is at Junnawur, and the
other at Mount Aboo. Children are taken in at four or five
years, and during their residence they look like English chil-
dren, while those in the plains below are ’pale, pasty, and
wasted.’ "

5. " Sir Ranald Martin states that, ’taking any one cause, he
should say that the union of heat, moisture, and malaria con-
stitutes the most powerful one in destroying the integrity of
the European soldier’s health, and conducing to his fall by
disease.’ And he goes on to state that a certain amount of
destruction and deterioration of European health must result
from a residence at the stations on the plains, even if the
soldiers were put into palaces.’ "

6. "But while laying this down as a fundamental sanitary
principle, he says at the same time that there is a very great
difference between the health of the officer and that of the
soldier, always in favour of the officer. And there is also a
difference between the health of the officer and that of the
civilian, always in favour of the civilian."

7. " We have thus three classes of Europeans exposed to the
same conditions of heat, moisture, and malaria, presenting
three quite distinct rates of sickness and mortality-a fact
which indicates the existence of disease operating with different
degrees of intensity in each of the three classes." "

8. Besides the powerful climatic influences of the plains re-
ferred to in my evidence there were many other causes of dis-


